of the Malnutrition Screening Tool (MST) and the Mini Nutritional Assessment-Short Form
Study sample 83 Participants were older adults admitted to one of two public rehabilitation units in the same local 84 health district in rural New South Wales, Australia 14 . Study centers were chosen by convenience 85 sampling based on location, and participants consecutively sampled. Participants were English-86 speaking inpatients ≥65 years admitted to the participating rehabilitation units, community-dwelling 87 residents prior to admission, if they were admitted with the expectation they would return to the 88 community, and had an informal caregiver. This study was conducted as part of the MARRC the bedside (median of two days following admission) and were further supported by information 100 from medical records, rehabilitation staff or the patient's informal caregiver.
101
Nutrition screening
102
The MST consists of two questions relating to recent unintentional weight loss and eating poorly, and was scored according to the Queensland Government's resource "Malnutrition. Is your patient 104 at risk?" 15 . A score of 2 or higher indicates the patient should be referred to a dietitian to attend nutrition assessment and intervention as appropriate 8 . Therefore, for the assessment of criterion validity, a score of 0-1 was used to indicate "well-nourished" and ≥2 was used to indicate "risk of confirmed by telephone or in-home interviews.
155

Statistical approach
All statistical analysis was completed using SPSS Version 22. In evaluating its concurrent validity, the MST exceeded a-priori values for sensitivity and regards to predictive validity, neither tool was able to detect a significant difference in 208 rehospitalization length of stay, admission to an RACF or discharge location in this sample.
209
Prevalence of these outcomes will be reported elsewhere (Marshall et al., 2015, unpublished data).
This is the first study to evaluate the criterion validity of the MST in the rehabilitation setting, and 212 to evaluate the concurrent validity of the MNA-SF in the rehabilitation setting using a benchmark 213 unrelated to the MNA 1 . The MST showed strong concurrent validity when compared to the ICD-214 10-AM classification of malnutrition in this sample of older adults admitted to rehabilitation.
215
However, the MNA-SF may overestimate risk of malnutrition when compared to ICD-10-AM 216 criteria. Neither tool was able to predict health and aged care use.
217
The MST performed stronger in this geriatric rehabilitation sample than reported in an acute hip-218 fracture population (kappa 0.363, sensitivity 60% and specificity 76%), which also used the ICD- 
229
The low specificity of the MNA-SF was unexpected, as this tool performed better in the acute hip-230 fracture population, though it still tended to over-estimate risk of malnutrition when using <12 as 231 the cut-off value (sensitivity 89%, specificity 49%) 19 . As mentioned previously, the MNA-SF
232
showed 'substantial agreement' (kappa 0.626) in a previous study evaluating the validity of the
233
MNA-SF in the rehabilitation setting; however, the study did not report sensitivity and specificity 234 and the full MNA was used as the benchmark 13 . A poor performance of the MNA-SF against other nutrition assessments may be due to the focus of the MNA/MNA-SF being on early identification of lowering the cut-off value of the MNA-SF if an improvement in specificity is required 11 .
244
The inability of the MST and MNA-SF to detect a difference in health and aged care service use 245 may be due to a relatively small sample size. However, as the current sample size had enough 246 power to detect the difference in these outcomes following a diagnosis of malnutrition using the of following nutrition screening with a full nutrition assessment in order for resources to be used 250 appropriately and to ensure adequate funding of health care facilities.
251
Limitations
252
There is risk of bias with the same researcher conducting the screening and assessment; however, 253 independent review of assessments by experienced practitioners were conducted to limit bias. As 30 . i The false negative values for the MNA-SF compared with the ICD-10-AM criteria were zero. However, due the problems with computation of odds ratios with a zero value, each cell in the contingency table had 0.5 added [32] [33] [34] .
